Lyme disease, a recently described wonosis that affects man, is caused by Borrelia burgdorferi and is transmitted by the bite of a hard tick I. A patient with erythema chronicum migrans (ECM), the cutaneous hallmark of Lyme disease, is now reported and the clinical features, diagnosis and incidence of Lyme disease in the United Kingdom are discussed.
Case report
A 68-year-old woman presented with an asymptomatic enlarging red. ring on her right upper thigh. Four months previously, whilst on holiday on the family farm in County Mayo, Republic oflreland, she developed an itchy red papule behind her right knee which she attributed to an insect bite. After 10days a slowly enlarging patch of erythema appeared around the bite. The erythema then disappeared from the centre of the affected area, leaving a ring which slowly expanded. Over the next 4 months the upper part of the ring migrated cranially and the lower caudally, with eventual disappearance of the latter. She gave no history of systemic symptoms at the onset or during the evolution of the lesion.
Examination showed an indurated red 1 x 0.5 em nodule in the right popliteal fossa consistent with a persistent insect bite reaction. Careful inspection of the right thigh showed a faint and slightly indurated t cm wide rim of erythema which encircled the thigh, compatible with ECM. General examination was otherwise normal.
Skin histology of the lesion behind the knee showed a heavy mixed cellular infiltrate in the upper and mid-dermis composed oflymphocytes, histiocytes and eosinophils. Although no mouth parts were identified, the histology was compatible with an insect bite reaction ( Figure 1 ). Histology from the erythematous rim showed a light perivascular lymphohistiocytic infiltrate in the upper dermis ( Figure 2 ). Warthin-Starry stains were negative for spirochaetes. Skin from both lesions did not yield spirochaetes when cultured for 3 weeks in modified Barbour-Stoenner-Kelly medium. Antibody of the IgG class to B. burgdorferi was detected by indirect immunofluorescence at a titre of 512 (positive titre 64).
Oral penicillin V, 250 mg four times daily, produced complete disappearance of the encircling rim of erythema within 3 days. There have been no sequelae to date. 
Discussion
Lyme disease was first recognized in the USA following an outbreak of seronegative oligoarthritis in children from the town of Lyme in Connecticut, many of whom gave a history of ECM 2 • In 1909, Afzelius' correctly attributed ECM to the bite of the hard tick Ixodes ricinus. Later reports documented meningopolyneuritis", and chronic lymphocytic meningitis' as sequelae of ECM. Lyme disease is a generalized disorder whose cutaneous hallmark is ECM. This may be followed weeks or months later by neurological, cardiac or arthritic complications", The recurrent, disabling arthritis is predominantly oligoarticular and may become chronic and destructive. Patients may also present with chronic meningitis, peripheral mononeuritis and less commonly with cardiac conduction defects and myocarditis. B. burgdorferi has been isolated not only from ticks but also from small mammals in areas endemic for Lyme disease. These animals serve as reservoirs of infection 7 • B. burgdorferi has also been recovered from the skin, blood and cerebrospinal fluid of patients with Lyme diseases.
In Europe, in contrast to North America, Lyme arthritis and cardiac complications are uncommon. In Sweden and Germany a late skin manifestation has been documented -acrodermatitis chronica atrophicans -which is not seen in North America". The reason for these differences in disease expression is unclear, but they may arise because of subtle antigenic differences between the European and American borreliae 1 o. ECM has been reported in East Anglia II and in Scotland12, and other cases have been found in the New Forest area and the highlands of Scotland. In recent months we have serologically confirmed several cases of Lyme disease associated with meningitis, radiculopathy and cranial nerve palsy.
The diagnosis can be confirmed serologically by indirect immunofluorescence 1 or ELISA, which detect antibody to B. burgdorferi. Culture of the organism from skin, joint fluid, blood and cerebrospinal fluid is difficult and usually unrewarding. Antibody titres may be low in early disease and tend to be lower with skin disease than with systemic disease. False-positive tests may occur with syphilis and with systemic lupus erythematosus, and these diagnoses should be excluded by the relevant investigations 13. Sequelae can be avoided by prompt treatment ofECM with oral penicillin V 250 mg four times daily or tetracycline 250 mg four times daily for 10 days. Complications of Lyme disease respond to high-dose parenteral penicillin therapy!".
Ixodes ricinus is widely distributed throughout Great Britain. Its bite is capable of transmitting B. burgdorferi, which may give rise to the telltale ECM; this, however, is not invariable in some patients who subsequently develop arthritic, neurological and cardiological complications. Physicians in the UK should be aware ofthese sequelae, because the disease is readily treated.
